A 14-year-old girl presented with pigmentation of the genital region for 2-week duration. There was a history of fever followed by intake of chloroquine sulfate for 3 days. One week later, the patient noticed the pigmentation of the genital region. Cutaneous examination revealed bluish-black pigmentation on the labia, clitoris, perineum, and inguinal region with zone of hypopigmentation at the margins [ Figure 1 ]. Oral mucosa, nails, and other areas were normal. Differential diagnosis of LDE and acanthosis nigricans was made. Biopsy from the vulva showed acanthosis, focal hypergranulosis, superficial band such as lymphohistiocytic infiltrate, and pigmentary incontinence [ Figures 2 and 3 ]. The diagnosis of LDE was made based on the morphology, temporal association with drug intake, and histopathology.
LDEs resemble idiopathic lichen planus clinically and histologically. The average age of the onset is 44-66 years without sex predilection. The latent period ranges from few weeks to months after administration of the drug. The eruption is often pruritic and generalized with symmetrical distribution on the trunk and limbs. The cutaneous lesions are psoriasiform, eczematous, or pityriasiform and resolve with residual hyperpigmentation. Oral lichenoid lesions present as white reticular papules or erythematous erosions, often asymptomatic and unilateral. Scalp involvement is rare, reported with antimalarials and gold, genital involvement with β-blockers.
The histopathology shows focal parakeratosis, colloid bodies at dermoepidermal junction, and exocytosis of lymphoid cells to the upper epidermis. The interface infiltrate is less dense and pleomorphic with abundant plasma cells, and eosinophils with perivascular and periadnexal infiltrate. [4] There are no standard criteria for the diagnosis of LDE; the proposed diagnostic criteria include a history of systemic medication, clinical, and histological features of lichenoid reaction and resolution of lesions with drug discontinuation. Mild cases are managed with topical corticosteroids, and systemic corticosteroids may be required in severe cases.
Among antimalarials, chloroquine is reported to be the common cause of lichenoid eruption. Classic distribution is on the trunk, photodistribution pattern and oral lichenoid lesions are commonly described. Literature search showed few cases of chloroquine-induced hyperpigmentation of the palate with chronic use. [5] Chloroquine-induced lichenoid eruption involving only the genital region is not mentioned in literature, this may be the first case of pigmented LDE
